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Purf~zershipfor  Prevention is a national nonprofit educational and policy research
organization whose diverse members share an interest in finding effective ways to make
prevention an integral part of national health policy and practice. Partnership has three key
recommendations for the Medicare program

1. Medicare should cover those preventive services recommended by the U.S.
Preventive Services Task Force, including--and perhaps especially--the counseling
services identified. Further, Congress should authorize the Secretary of Health and
Human Services to modify Medicare’s coverage of preventive services in order to
respond to advances in science and new evidence of effectiveness.

Perhaps the most important practical implication of this perspective is that rather than
cover services whose benefits are still ?zof proven, such as PSA screening for prostate cancer,
Medicare should cover preventive counseling services, which we know are effective and can have
a substantial impact on health and quality of life. Such services would include counseling on
matters such as smoking cessation, diet and exercise, injury prevention and dental health.

2. Congress and the Administration should reduce barriers to the use of preventive
services.

Many studies have found that participants in cost-sharing insurance arrangements are the
least likely to use preventive care of any type. Partners&~ strongly encourages the
Subcommittee to remove all financial barriers, including copays, deductibles and balance billing,
to use ofMedicare’s  preventive services. There has been much attention to the matter of
mammography for women ages 40-49--but  the real attention should go to the fact that among
women 50 and over, for whom there is no doubt that mammography can save lives, only about
half receive the service.

3. Finally, Partnership recommends that Medicare utilize those tools proven to he
effective to empower beneficiaries to make informed health care decisions.

A number of self-management support and information tools--nurse-staffed telephone
services, self-care publications, group and individual education programs--appear to be effective
in improving health and reducing the costs of care. This area deserves a closer look by Congress
and HCFA, and we encourage additional research, perhaps through demonstration projects, to
assess its utility for the Medicare program.



Mr. Chairman and members of the Subcommittee, I am Robert Harmon, National Medical Director for

United HealthCare  Corporation’s OPTUM Division & Medical Services Group and a member of

Partnership for Prevention’s Board of Directors, on whose behalf I appear today. Partrzership for

Prevention is a national nonprofit educational and policy research organization whose diverse members

share an interest in finding effective ways in which prevention can be made an integral part of national health

policy and practice. (Appendix A lists the members of Partnershipfor  Prevention.) The Subcommittee

should also know that my testimony has been endorsed by the American College of Preventive Medicine,

where I am also a fellow.

I am pleased to have this opportunity to testify before you today in support of improving Medicare’s

package of preventive benefits. Although Medicare’s lack of coverage for preventive services has been

debated in years past, it has been quite some time since this issue has received such scrutiny by the

Congress. Partnership is encouraged by the opportunity that this reinvigorated discussion represents and

commends Chairman Bilirakis for his leadership in introducing the Medicare Preventive Benefit

Improvement Act (H.R. 15) and his colleagues on the Commerce Committee for cosponsoring it.

My testimony today is guided by three general recommendations, advanced by Partnership for

Prevention, that address Medicare’s coverage of preventive services:

l Medicare should cover those preventive services recommended by the U.S. preventive Services

Task Force.

l Congress and the Administration should reduce bam’ers  to the use of all preventive services.

l Medicare should utilize those tools proven effective to empower Medicare beneficiaries to

make informed decisions about their own health, to adopt healthy behaviors, and to make

appropnate use of medical care



Partnership for Prevention

Pmtmrshipfor  Prevention was founded in 1990 to provide private-sector leadership in achieving

the Healthy People 2000 national health objectives. The mission of the organization is to increase

the priority for prevention among policy-makers, federal and state agencies, corporations and other

nonprofit organizations. In making our case, we adhere to the highest standards of scientific

evidence. While there are many organizations and associations active in the field of health promotion

and disease prevention, Partnership for Prevention coordinates and focuses the efforts of existing

groups in order to achieve significant changes in national health policies with an emphasis on

prevention. Members of Purtrzership  represent some of the leading organizations in business and

industry, professional and trade associations, universities and academic health centers, civic

organizations, nonprofit disease groups and state health departments.

Partrrership  also endeavors to be a resource for Members of Congress and their staff by providing

educational resources, such as our “Prevention Primer,” and our recent Medicare forum. This forum,

at which you, Mr. Chairman, Congressman Cardin, and Chairman Thomas spoke, provided more than

200 attendees with information about the importance of prevention for seniors. Currently, we are

working to assist in the development of a new Congressional coalition, comprising Members of

Congress with an interest in prevention issues, in order to supplement our efforts to provide both

legislators and staff with educational, scientific information about prevention.

The Prevention Context for H.R. 15

H.R. 15 represents a significant advance toward the goal of providing seniors with access to

needed preventive services. Clinical preventive services, such as mammography, colorectal cancer

3



screening tests, and immunizations, are a key part of a broad strategy to prevent disease and promote

healthy lifestyles for older Americans. However, clinical prevention is not the on/j  element of a

comprehensive approach to health promotion and disease prevention. Many of prevention’s most

promising opportunities are often overlooked because prevention is so narrowly defined in the eye

of the public. Prevention is a much broader concept than a regular checkup or regular screening. A

safe water supply, regular exercise, and seat-belt laws are all part of prevention. So are strategies to

reduce violence in our communities and to fluoridate drinking water.

Partirershipfor  Prevenfim  espouses three components of a comprehensive prevention program:

(1) clinical preventive services, such as immunizations, screening tests, and counseling interventions;

(2) community-based preventive services and public health activities, such as health education,

surveillance of health status and monitoring of air, water and food; and (3) prevention-oriented social

and economic policies, such as legal and regulatory actions that reduce exposure to hat-m&l

substances and education and financial incentives that reinforce healthy behaviors. Partnershipfor

Prevenfion  advocates integrating prevention, in all its varied forms, into our health care and public

health system.

Partnership also strongly supports strategies that foster such integration, including programs and

tools that encourage healthful behaviors and the self-management of chronic and acute conditions.

For example, evidence is mounting that consumers who have access to self-management tools, such

as self-care books and nurse help lines, tend to use medical services less frequently and make

informed decisions about their lifestyles and treatment options. As an added bonus, some studies

show that such “self-care” strategies may save money--something in which I know the members of

this Subcommittee are interested!



Preventive Services for Older Americans

While the value of prevention for younger persons is now commonly accepted, this has not always

been the case with older individuals. The fact is, scientific evidence shows that adults over the age

of 65 have much to gain from health promotion and disease prevention. At age 65, the average

American has a life expectancy of 17 years. However, for the average person, not all of these years

will be active and independent ones. For older Americans, improving the qr~u/i@  of life, not just the

lerrgfh  of life, is a key goal of prevention. Currently, only about 12 of 17 years of additional life

expected for people age 65 can be anticipated to be “healthy’‘--the other five being significantly

compromised by some chronic condition.’ While many believe that health problems in old age are

inevitable, in actuality many of these conditions are either preventable or can be controlled--increasing

the number of years of healthy life remaining and the ability of older Americans to live independently.

Improving Medicare’s Coverage of Clinical Preventive Services

Despite agreement on the benefits of prevention for older Americans, Medicare lacks basic

coverage for preventive services. Partnership has identified a number of areas where Medicare could

be improved to better reflect scientific evidence.

Recommendation 1: Medicare should cover there preventive services recommended by the

U.S. Preventive Sew&s Task Force. Further, Congress should authorize the Secretary of Health

and Human Services to modfi  Medicare’s coverage of preventive services in order to respond to

advances in science and new evidence of effectiveness. Authorizing  legislation should include

criteria for assessing the appropriateness of such services, such as proof of efficacy, impact on

quality of life, and relative value of return on investment.
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In 1984, the U.S. Public Health Service convened a panel of prominent primary and preventive

health care specialists to develop guidelines for preventive services. From this panel, the U.S.

Preventive Services Task Force’s Cl&e to Clinical Prevenm’ve  Services was born. While many other

respected professional and research organizations have issued their own recommendations, the

landmark G&e is widely regarded as the “gold standard” reference on the effectiveness of clinical

preventive services--including screening tests, immunizations, and counseling interventions. In

December of 1995, a new Task Force released an updated and expanded second edition of the Guide

which includes findings on 200 preventive interventions for more than 70 diseases and conditions.

The Task Force employed a rigorous methodology to review the evidence for and against hundreds

of preventive services, assessing more than 6,000 studies. The Task Force recommended specific

screening tests, immunizations, or counseling interventions only when strong evidence demonstrated

the effectiveness of a given preventive service. And because the Task Force developed age specific

recommendations, its work is especially useful when considering the effectiveness of specific

preventive services for a defined age group, such as the Medicare population. Listed in Appendix

B are the recommended interventions for the asymptomatic population aged 65 and older.

H.R. 15 moves the Medicare program closer to the recommendations of the Task Force by

covering services including sigmoidoscopy and fecal-occult blood tests for screening colorectal

cancer. H.R. 15 also covers clinical breast exams. And although not directly addressed by the Guide,

Parfnership  also believes coverage for diabetes self-management screening is long overdue and based

in strong science and economics. Enacting this legislation would be a significant step forward in our

efforts to enhance the health and quality of life for our nation’s seniors.

Parfnership  believes that, given the need to spend public dollars wisely, Congress should first

6



cover those services that the Task Force has found to be effective. In the case of those services that

the Task Force has found insufficient evidence to recommend for or against, Parfnership  does not

take a position on their inclusion in the bill, but we do support additional research to determine the

effectiveness of these interventions. Partnership does not recommend that the Medicare program

cover services that the Task Force has specifically recommended against.

The most important practical implication of this perspective is that rather than cover services

whose benefits are still not proven, such as PSA screening for prostate cancer, Medicare should cover

preventives services we know can improve health.

Perhaps the most overlooked preventive service is counseling patients about personal health

practices, It is also the strategy that holds the most promise for preventing disease before it develops

and improving the overall health status of Americans. Such services would include counseling on

matters such as smoking cessation, diet and exercise, injury prevention and dental health.

While death certificates tell us that heart disease, cancer and stroke are the leading causes of

death, in fact, the ucr~al  leading causes of death among U.S. residents are tobacco, diet and inactivity

patterns, alcohol, microbial agents, toxic agents, firearms, sexual behavior, motor vehicles and illicit

use of drugs. Based on these estimates, half of all premature death is potentially preventable.* For

example, the largest contributor to death among U.S. residents is smoking..’ Medicare will spend an

estimated $800 billion over the next 20 years caring for people with smoking-related illnesses.’

Similarly, older adults can obtain significant health benefits with a moderate amount of physical

activity. Although proven to reduce the risk for coronary heart disease, hypertension, obesity, and

diabetes, by age 75, about one in three men and one in two women engage in no physical activity.5

For a number of these important health-related behaviors, including smoking and physical activity,



there is good evidence that clinicians can change patient behavior through simple counseling

interventions. Unfortunately, Medicare does not currently reimburse physicians for preventive

medicine counseling services.

The U.S. Preventive Task Force’s strict reliance on only the most current and scientifically

defensible information can help Congress neutralize the political debates over specific services. For

example, the media has highlighted the disagreements between medical specialty groups over

coverage for the barium enema test for colorectal cancer. That there are differing opinions about the

effectiveness of this service should not be surprising. For some screening tests, including barium

enema, conclusive proof of effectiveness is simply not yet available--provoking healthy discussions

about the effectiveness of services where the science is unclear. Focusing on these areas of

disagreement, however, misses the more important point. For many preventive services, clear

evidence of effectiveness does exist. Yet, Medicare often does not even cover those services we

krlow are effective. Congress should not allow the debates over screening tests we’re not sure about

get in the way of covering preventive services we know work.

More generally, I would also strongly encourage the Subcommittee to ensure that the useful

information provided by the U.S. Preventive Services Task Force Guide is available and updated into

the future. The Task Force, currently housed at the Agency for Health Care Policy and Research

(AHCPR), provides an invaluable reference for clinicians and policymakers alike. Partnership

believes that Congress should support efforts to ensure that the most updated scientific information

about the effectiveness of preventive services remains available.

To take this one step finther,  Partnership recommends that Congress authorize the Secretary of

Health and Human Services to modify Medicare’s coverage of preventive services in order to respond
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to advances in science and new evidence of effectiveness (or ineffectiveness). Such a provision

should require the Secretary to issue criteria for assessing the appropriateness of such services, such

as proof of efficacy, impact on quality of life, and relative value of return on investment. This would

enable the Secretary to act quickly to cover preventive services that are newly proven to be effective.

The fact is, scientific evidence continues to emerge. Recommendations not issued today may be

validated tomorrow and vice versa. If our public programs are expected to keep pace with these

changes, they must have the flexibility to do so.

Recommendaiion  2: Congress and the Administration should reduce barriers to the use of

all preventive services.

Researchers have identified numerous barriers limiting access to preventive services. For

example, the RAND Health Insurance Experiment found that participants in cost-sharing insurance

arrangements were the least likely to use preventive care of any type,6  and recent studies have

demonstrated that co-payments are an obstacle to the effective mass screening of older women for

breast cancer.’

H.R. 15 removes a number of these important financial barriers, by waiving deductibles for

mammography and Pap tests and eliminating balance billing for colorectal cancer screening tests.

Partnership strongly encourages the Subcommittee to not only retain these critical financial

incentives, but to strengthen the bill even further by applying such utilization incentives to all of

Medicare’s preventive services and waiving not only deductibles and balance billing charges but also

the 20% copayment. Prevention does not work unless it is utilized.  Presumably, one of the key goals

of this legislation is to increase seniors’ utilization of preventive services. Without the cost-sharing

waivers, significant barriers to utilization will remain.
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Nonfinancial barriers to preventive services also exist, such as inadequate patient knowledge,

physician inattention to prevention needs and opportunities, and the inadequate supply and

distribution of primary care providers. Outreach programs such as HCFA’s  Health Status

Improvement Consumer Information Program (HSICIP), which encourage greater use of preventive

care benefits through a coordinated educational campaign, are excellent examples of targeted

attempts to remove nonfinancial barriers that have Partnership S support.

Furthermore, Purf?rership  believes a closer examination of the optimal unit of payment for

preventive procedures is merited. For example, paying for a package of preventive services or

activities, as opposed to reimbursing for individual procedures, may economize on cost and

paperwork as well as provide the health care provider with an opportunity to integrate related

services and educational materials. A potentially preferable approach to the current incremental

procedure-specific reimbursement may be to provide for a package of preventive services in an

explicit periodic preventive health visit. A number of Medicare demonstration projects implementing

such an approach have reported encouraging results. In 1985, Congress authorized five national

demonstration projects to test the cost effectiveness of preventive health measures in reducing the

use and costs of health care services for Medicare beneficiaries. The San Diego demonstration

reported that an intervention of education and counseling, coupled with annual exams, had a lasting

effect on health behavior. At the same time, the study indicated that seniors enrolled in the

demonstration did not significantly increase their use of physician or hospital services or incur

increased costs associated with these services compared to seniors who were not enrolled in the

demonstration. Other projects, including the John Hopkins and UCLA sites, reported similar results.

Although the final  analysis by an independent evaluator has not yet been submitted, these projects
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offer some initial information about the potential of prevention to both improve health and decrease

program costs.

A more narrow but related strategy is to provide beneficiaries, upon becoming eligible for

Medicare, with a comprehensive “welcome to Medicare” visit. Such a visit would include a

comprehensive risk assessment, mobilizing individuals to adopt healthful behaviors and take

advantage of regular screening appointments. P~~1~rershipjLor  Preventjo? is currently exploring this

idea and encourages Congress to do the same.

Regardless ofthe payment or delivery mechanism adopted, however, health professionals should

be encouraged to inform their patients about the importance of prevention. In the absence of a

periodic health exam or initial wellness  visit, clinicians must take every opportunity to deliver

preventive services. While checkups may allow for more time for counseling and other preventive

care, every  patient visit provides an opportunity to practice prevention. This is especially important

for Medicare beneficiaries who may be willing to accept a single quick intervention as part of another

visit but not willing or able to make a special trip to the doctor for a more comprehensive package

of services.

Recommendation 3: Medicare should utilize those tools proven to be effective to empower

beneficiiaries  to make informed decisions about their own health, to adopt healthy behaviors, and

to make appropriate use of medical care.

Studies show that a wide-range self-management support and information tools such as nurse-

staffed telephone services, self-care publications, group and individual education programs, and

traditional health promotion programs can improve health, increase patient satisfaction, and result in

more appropriate use of health care services. These tools can also often save money,
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There is a growing body of research that demonstrates the potential of self-care tools to reduce

utilization of health care services. A recent study in Wisconsin found that individuals given self-care

print materials as well as access to a nurse call line had 25% fewer outpatient visits8  Making these

services available to Medicare beneficiaries offers the possibility of substantial cost savings and high

quality health care. For example, in one study, Medicare managed care beneficiaries receiving a self-

care manual experienced a 15% decrease in overall medical visits compared to a control group. The

program produced a benefit/cost ratio that appears today to be approximately four dollars saved for

every dollar invested.’ This is an area that Partnership believes deserves a closer look by Congress

and HCFA, and we encourage additional research, perhaps through demonstration projects, to reveal

its utility for the Medicare program.

Medicare Managed Care and Prevention

Finally, I would like to point out the opportunities that the growth of Medicare managed care has

for prevention. Although currently less than 15% of Medicare beneficiaries are enrolled in managed

care programs, this rate will likely grow dramatically over the next decade. The Congressional

Budget Office estimates that, by the year 2007, 35% of Medicare beneficiaries will be receiving their

care through managed care arrangements. This growth offers Medicare an important opportunity to

promote the delivery of preventive services in an efficient manner. Most managed care plans

currently offer Medicare beneficiaries preventive services in addition to their basic Medicare benefits.

More than 86% of plans offer beneficiaries additional immunizations, 94% cover routine physicals,

79% pay for eye exams, 32% provide health education services, 97% cover ear exams and 39% cover

preventive dental care. ” In addition, managed care organizations offer the potential to implement

12



community-based approaches to prevention.

While Medicare’s capitated payment system is an important enabling factor in this enhanced

benefit system, it is not the orr/j~  lever available to encourage the provision of preventive services in

managed care. Performance and outcome measures are important tools that can prod providers in

a new direction. For the first time, HCFA will require its managed care contractors to report HPDIS

3.0 measures, including rates for flu vaccine, mammography, diabetic retinal screening, beta-blockers

in myocardial infarction, and advice to quit smoking. It will also require plans to report on a new

outcome measure, the health of seniors. The first attempt to evaluate “outcomes” of the Medicare

population, this measure will look at the health status of beneficiaries in managed care plans over a

two-year period. Partnership for Prevention strongly supports the implementation of such

performance measures because we believe that plans will seek to achieve results on which they are

measured and for which they are accountable.

Conclusion

H.R. 15 is important to our nation’s prevention strategy because it recognizes the value of

prevention for older Americans, aims to increase not just access to but utilization of preventive

services, and moves Medicare’s benefit package closer to the recommendations of the U.S.

Preventive Services Task Force.

Purtiership  recognizes that in this current fiscal environment, moving legislation forward that has

any price tag at all can be very difftcult.  But it is important to remember that prevention is an

invesmtenf. As with medical treatment, the costs of preventive interventions vary tremendously.

There are some preventive services we know save money, such as immunizations and self-care tools.
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However, even when prevention does not save money for Medicare, it improves the quality of life

and health of Medicare beneficiaries at a reasonable cost.

It is also important to recognize that prevention in the clinical setting alone is not the answer.

Addressing the true causes of death in the United States will require a far more coordinated approach

that includes not only clinicians but communities. We need to do a better job of integrating

prevention, in all its varied forms, into our health care system. Improving the health status of seniors,

indeed all Americans, demands that individuals assume more responsibility for their own health.

Government must continue with its efforts to support research so that the most up-to-date, scientific

information is available to help us all assume this responsibility.

There is no doubt that prevention will be increasingly important as the baby boom generation

ages. Today there are 33 million Americans over the age of 65. In the next century we will see this

number grow to more than 77 million. Treating problems as they occur is not enough. The need

to maintain and enhance the health and quality of life for our nation’s seniors and to get the most for

our health care dollar demand that prevention be an integral part of an improved Medicare program.
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APPESDIX A

Partnership for Prevention Members

American Academy of Pediatric Dentistry
American Association of Health Plans
American Association of Dental Schools
American Cancer Society
American College of Preventive Medicine
American Dietetic Association
American Medical Association
American Nurses Association
American Physical Therapy Association
American Podiatric Medical Association
American Public Health Association
Association of Academic Health Centers
Association of Schools of Public Health
Association of State and Territorial Health Officials
Association of Teachers of Preventive Medicine
Association for Worksite Health Promotion
Blue Cross of Western Pennsylvania
Cecil G. Sheps Center for Health Services Research
Center for the Advancement of Health
Central States of Omaha
Columbia University, Center for Applied Public Health
Connaught Laboratories
Glaxo Wellcome
Health Decisions International
Health Insurance Association of America
Health Management Corporation
The Health Project
Henry Ford Health System
Institute for Advanced Studies in Immunology & Aging
International Health, Racquet & Sportsclub Association
JC Penney, Inc.
Johnson&Johnson
Merck & Co.
National Association of Community Health Centers
National Association of County and City Health Officials
National Association of Pediatric Nurse Associates and Practitioners
National Black Nurses Association
National Association of School Nurses
Pennsylvania Blue Shield
Pfizer, Inc.
Prudential Center for Health Care Research
Schering-Plough Corporation
Society of Behavioral Medicine
Time Life Medical
United HealthCare  Corporation
VHA, Inc.
Wellness Councils of America
Wyeth-Lederle Vaccines and Pediatrics

Arizona
Arkansas
Colorado
Delaware
Florida
Georgia
Hawaii
Illinois
Indiana
Iowa
Kansas
Maryland
Massachusetts
Mississippi
Missouri
Nebraska
Nevada
N. Carolina
Pennsylvania
Rhode Island
S. Carolina
Tennessee
Texas
Utah
Washington
West Virginia



U.S. PREVENTIVE SERVICES APPENDIX B
TASK FORCE RECOMMENDATIONS MEDICARE
(FOR ASYMPTOMATIC INDIVIDUALS) COVERAGE*

Interventions for the General Population- Age 65 and Older

SCREENING YES
Blood Pressure
Height and Weight
Fecal occult blood test and/or sigmoidoscopy
Mammoeram + clinical breast exam (women s 69)
Pap test Iwomen)
Vision screening
Assess for hearmg impaiqment
Assess for problem dnnkmg

COUNSELING
Substance Abuse
Tobacco cessation
Avoid alcohol/drug use while driving, swimmimg, boating etc.

Diet and Exercise
Limit fat and cholesterol; maintain caloric balance;

Injury Prevention
Lanls oulder  belts
~~~~~cycleandbicycle  helmets
Fall prevention
Safe stora
Smoke de?

e/removal of firearms
ector

Set hot water heater to ~120-130  degrees Fahrenheit
CPR training for household members

Dental Health
Regular visits to dental care provider
Floss, brush with fluoride toothpaste daily

Sexual Behavior
STD prevention; avoid high-risk sexual behavior; use condoms

IMMUNIZATIONS
~;~~aoccal  vaccine

Tetanus-diphtheria (Td) boosters

DRUG THERAPY
Discuss hormone replacement therapy
(peri- and postmenopausal women)

Interventions for High-Risk Populations- Age 65 and Older

POPULATION
Institutionalized persons

Chronic medical conditions: TB contacts;
low income; immigrants; alcoholics

Persons over 15 years: or older than 70 years

INTERVENTIONS
TB test; ,hep&tis A yaccine;
~~e~dmelnmantadme

with a risk factor for falls
Cardiovascular disease risk factors
Family history of skin,cancer;  nevi;

fair skin,, eyes, hau
Native Amencans/A+ska  Natives
Travelers to develppmg countnes
Blood product reclplents
High-r&  sexual behawor

Injection or sneet  drug use

Health care/lab workers

Persons susceptible to varicella

MEDICARE COVERAGE

::

Fall prevention intervention NO

holesterol  screening
void excess/midday sun, use protective

is A vaccine
:cine; hepatitis B vaccine

IV screen he atins B vaccine
.:epatitis  A.:,Hl%
venereal &sease

screen; hepatitis B; screen for

TB test,; hepatitis A; HIV screen; hepatitis B
vaccme:  screen for venereal &sease: advice to
reduce infection risk

TB test he atitis A vaccine: anatadine/rimantadine,
hepa&% qccine

Varicella  vaccine

No/Yes**

NO

* Some Medicare managed +e tans tnay cover additional re,ve~tive  sqlvic$s.
** Medicare covers  the hepahhs $vaccme  for Medicare bene  ,cmnes at h,gh nsk of contiting hepatitis  B.?
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Medical Dlrecfcr,  Empkyea Heaith Programs ,(EHP),  Inc, Bethesda,  MD. EHP is a
leading company i:? ths f&Id of employea  dng and health risk testing. Pattidpated  in
mediil  r&ew of tsst rest& and development  of new products

Administrator  and CEO, He&b Reawrces and Services Admintatration (HRSA).
USPHS. DHHS, Rockvi!le.  MD. Suyervfsed  an annual  lxx!+ of $2.8 billion, more thsn
2.300  employass,  and programs involving community and migrant heafth  oenters,  the
National Health Servfca  Carps,  maternal and child heafth, HIV/AIDS  care, health  pro-
fessions trafning. organ transpWnat!on,  and the National  Pr&%oner Data Bank.
Puo:Isneo  a srrategfc  plan tar ma Year XxIo, aataattshed  and Irrtf~,roval  5~ NaUurral
PraciXontrr  0a;a Bank. relonr~ Ult? National  Vao&ra Injury Comp~~saticn  Program
implemen*sd  a TOM (total quality management) program with over 60 quality  councils.
reorgan,izsd  the information systems  of6ca and aeated an agency-wide ocrtrptiter
network, and upgraded the pubtii  information offtca  wbifa launching a natiinwids  media
campaign for the Healthy start infant mottafity  intiiatlve.

Dir-r, h&awn  Deparbnent  of Heelth,  Jefferson CXy, MO. Supewfsed  an annual
budgst  of $160 miifff,  1200  employees. and statewide pobffc ha@ programs.
Clevelo~~  .a &ate@ plan for the Year 2OOO.  e$&!ishad  a Division  of Chronic  Disease
Pmv~nti~n  end Ha& Pmnration,  wrwolidawd  oempu~ar  s~+enw into (I cingio  nou,  offi@a
and Wwork, in!tiated  a suatiul merger of the Ellis F&tsl State Cancer Center with
the Wnivers~  of Miss-en-Columbia,  and hefped enact and impiement  a comprehensive
AIDS faw and program an4 state me&al liability insurance  coverage for indigent  obetetrii
and p&at-ic  care.

Chebmzrn,  Department  of Community Medkine.  Mficopa Mejicai  CenteI  (1980-85).
Deputy Ditactas  of Publio  He&h (198082),  and Director of Pubfic  Haaftb  and HeslUr
Officer (198285),  Madoopa Count9  Dept. of Ha&h Satvices,  Phoenix, AZ, Bupamised  a
p&c he&h agency with 750 ernpfoyaes  and annuai  budgat  of $30 rnflfffn,  managed  a
network of 14 pimay cam centers, and wr1Bd  as chief  phykkn for a primary  cara
group practb of over 3O physidans and 20 nursa  pra&tionerj  and physician assistant%
Heiaed launch the Mariwpa  Health  Pfan,  a group-model HMG under  the ArfZona  hfeahb
Cata Cost Containment S@m(AHCc%S),  the nations’s first statewide prepaid Medicaid
program. Upgraded and ran the hospital ambulatory and urgant care cater, ~abffkahed  a
successfuf  arnbulatofy  care quality  improvement program, and fouqdsd  Marfcopa
Commi:nib Medicine Ass&alas. a large BtirllarV  care  WWB  GWtiFe. HotRed start a
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1977-l 960:

1974.1977: Emergency  medicine part-tfme  et&f physician. Rince  Georges  .@u~al  Hcq~bl,
chebdy,  MD

$&yeTOer.  PSRO program,  Bureau  of Ouafity  Aseuranca.  USPHS. Gspf. of HEW.

EDUCATION

1975-1977: M.P.H. (Master of Public Heafth),  School of Hygiene and Public Health,  John8  Hopkins
Univemity.  Wtimore.  MD

19661970: M.D.. Washington University school  of Medidne, St. Louis. MO

1x2-1966: B.A. (zoofcgy),  Washington Universffy,  St Louis,  MO

hcmeless  health center under a Rofmrt  Wood Johnson Foundatkn  grant, upgraded
aa~ectfonal  heaith services.  hounded  the Aiizona  Gwnty t-k&h Offttafs  A..tiat%n.  and
served as pre!&fent  of the Natfonaf Aseocfatjon  of County Heaffh Officials.
Diretor.  MEDEX No!tlweat Diiaian,  Depamn%nt  of HeaRb Serv‘kw,  Schod d
Public Health end Community Medicine+  University of Washington, SeatIe,  WA.
Supervkd a training program for primary car8 pnyetctsn  a&etants  sewing the States d
WA. OR, AK, MT, and ID: taught physfoien  assistant.  rum8 pratiioner, medff,  8nd
public fwfth  8fud8nte:  and conducted f’feaftfr  servfces raweroh.  Won 8 numtw of training
and msearb,  grants, expand8d  Alaska training opportuni%e,  and started a suuEEBssfuI
community heafth worker program.

POSTGRADUATE ‘IMLNING

July 1956: Program  fc# Senior f%cuttves  in state and Locat Clovernment  Harvard Uniwrsity,
John F. Kennedy school of Government

197%73: Internship, r88idency  - inismel  medicine, Univ. of Colorado Medical  Cntr.,  Denver,  CO

ACADEMIC APPOINTMENTS

19664990:

1961-1985:

1977-19sO:

Clinical Professor, Dept. of Famffy 8nd Community  fv%@cin8.  Univ.  of Missouri  at
Columbia Sdwnl  of Medii.  Columbia, MO

Adjunct Associate  Proksor,  Dept. of Family and Community Medicine. University Of
Arizona 6ohoof  uf Medicine.  Tucson, AZ

AJsistMt  Profes.81~. Dept. of H&th  Services, School of Public Health and kmmunfty
f&&fne:  Adjunot  Ass&ant  Profesx#.  Dept. of Mediiine Schccf  of hkdkioe;  Uniierrity
of Washiion.  Seattle,  WA

CONSuLTATIONS:  Availeble  on requ88t_  k&ding for Me Offfce of the Assistant Secretary for fi8alth  Soben
Wood Johrmon I-oundatfon, Institule  of Mediins.  Pan American 8nd W&f H88fth  Orpanizatione  U.S. Agency
for lntematicnd  Devefqxwnt and Projecr HOPE.

MEDICAL UCENSURE  & CERT’ITICA~ON:  States of VA, AZ WA, MD, CO, and MO. plus  Naffonbtl &08rd of
M8dic8J  Er8miner8.  Sp88feliy board 88rfifio8tfon:  Osneral  Preventive Medicfn8. Nowrnber  1979 (8405%
Spe+$ty  baard  eligibilii:  lnt8mal  Medicine, 1973

IWBLICATlONS:  Over 40, available  on mqu&. dealing  with dinicaf  internal medidne.  primary cam pdfcy and
training, managed care. pubfii health  administration, quality  improv8ment. internaffonal  ft8sfrh.  HIWAIUS,  end
epicknriotogy.

PERSON.4L  DATA: Born March XI, 1944, BarnsdeJl,  OK; ma&d,  two children; Sot Set #3323-38-6554
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